Proceedings of the Royal Soctety of Medicine 6 Dr. ROBERT KLABER agreed with Dr. Goldsmith that the section in this case showed no evidence of apocrine gland origin. These cases differed somewhat clinically, but even more in their histology. He had recently had a section from such a case which showed clearly its apocrine origin, some of the cystic dilatations occurring in small apocrine glands. He therefore had no doubt that these conditions could arise from primitive apocrine, though perhaps also from holocrine elements. M. J., aged 45. Four years ago what are described as blisters developed on the backs of both hands; these healed in two or three weeks and were followed by dark pigmented areas. Subsequently a similar dark patch appeared under the chin, but without any preceding blister. As seen to-day, all three affected areas are deeply pigmented. The pigmentation is complete on the neck, but on the hands a number of lighter points are included in the patches.
The condition has remained unaltered except that at times there are attacks of pain and swelling of the lesions. The appreciation of touch and of pain is normal.
Sixteen years ago a "tuberculous abscess " developed in the left leg, necessitating amputation, and on two occasions the patient had a perforating duodenal ulcer. He states definitely that no medicine or drug was taken before the eruption appeared.
? Morphcea or Vitiligo: Case for Diagnosis.-W. N. GOLDSMITH, M.D. W. A., male, aged 29. Present Condition.-On the back of both lower limbs are a number of depigmented areas of roughly round or oval shape, the largest behind the left knee having a rather jagged or serpiginous outline. Around the central depigmented areas of several of the lesions there is a narrow vivid red border, very slightly scaly and without appreciable infiltration. Outside this there is hyperpigmentation. The pale centre is not obviously atrophic.
History.-Duration, eighteen months. There have been boils on the legs but they did not correspond in position with the present patches. Wassermann reaction negative; a mercury and biniodide mixture led to no improvement. Examination for fungus negative.
Biopsy.-(Sections prepared by Dr. Muende.) That stained by haematoxylin and eosin reveals the left half pigmented and the right half free of pigment ; slight acanthosis throughout. In the centre are comparatively dense foci of small round cells, particularly round the blood-vessels. The papillae are dilated and tend to obliterate the rete pegs. Over this zone is some parakeratosis. Further sections have been examined with other stains. Van Gieson and elastin stains show that both collagen and elastin have disappeared in the infiltrated areas. The papillary body throughout stains much less densely with Van Gieson than the rest of the dermis. A silver-nitrate preparation brings out very clearly hyperpigmentation in the basal layer of one half and complete absence of pigment in the other.
Comment.-The diagnosis seems to lie between vitiligo and morphcea. Several observers have described in vitiligo a little inflammatory infiltration histologically and Kreibich has described a clinical inflammatory zone round the edge. But that was only in cases showing dermatitis elsewhere, which appeared to find the edge of the vitiligo vulnerable and the centre immune. I can find no report of vitiligo with a narrow, vivid red border and no inflammation elsewhere. Syphilis seems to be excluded -y the negative Wassermann reaction and absence of response to treatment.
Against morphmea is the absence of alteration in consistency.
Di8us88ion.-Dr. I. MUENDE said that there was marked cellular infiltration, above which the epidermis showed acanthosis and parakeratosis alternating with hyperkeratosis.
Towards the centre he noticed that tne epidermnis was thinner. Here there was no pigment in the basal layer, and no evidence of inflammatory reaction, and elastic fibres were absent 7 Section of Dermatology 143 from the papillary part of the cutis, whereas towards the periphery there was excessive pigmientation, and the elastic tissue was normal. Therefore it seemed that it was originally an inflammatory condition, which stimulated and then destroyed the pigment function, and as it progressed it destroyed also the elastic tissue. It did not look like typical morphcea. Dr. PARKES WEBER said that the case much resembled some of the pictures of " porokeratosis (Mibe]li)," but he knew nothing of the histological findings in porokeratosisa condition which had been diagnosed very seldom in England. Dr. GOLDSMITH (in reply) said he did not think one could diagnose porokeratosis (Mibelli) without the characteristic sharply raised horny wall, with the little ditch along the top of it. The wall in this case was not appreciably raised. He doubted whether porokeratosis caused such marked piginentary changes or a similar inflammatory infiltration in the dermis. POSTSCRIPT (27.11.32 ).-The patient has since been admitted as an in-patient and found to be suffering from a mild but active pulmonary tuberculosis. The intradermic test to tuberculin is, however, negative in a strength of 1 in 5,000. He admitted that he had rubbed the patches, owing to the itching that they caused, and occlusive dressings with Unna's paste led to a strikingly rapid fading of the red borders. Therefore these borders must have been much more sensitive to rubbing than the skin either outside or within them, but it is still difficult to decide whether the condition, is vitiligo or morphcea. [W. N. G.] ? Folliculitis decalvans: Case for Diagnosis.-W. N. GOLDSMITH, M.D.
Patient, a girl, aged 14. Present condition.--There is a large area on the left side of the scalp, circumscribed, but without sharp outline, showing absence of hair, except for a few tufts dotted about. Within this area the skin is pitted and atrophic. There are no obvious follicular lesions and no thickening or prominence. The rest of the scalp is a little scurfy.
History.-The scalp has been very scurfy from birth, but the scales haye been almost confined to the area now bald. The baldness was only noticed two months ago, after removing the scurf with a starch poultice.
Comment.-The atrophy points to the baldness having been present much longer than was noticed. The shape of the lesion and the islands of hair are suggestive of folliculitis decalvans or of pseudo-pelade. The scurf is said to have been very extreme and confined to this area: the connection between the two is not clear.
The absence of any thickening makes it unlikely to be nuevic. She came to St. John's Hospital in my absence, and the condition was diagnosed as seborrhea capitis. She was told to use a starch poultice. That removed the' scales, and with the scales the hair came &way, and has not regrown. It is suggested by Dr. Dowling that the condition is a severe septic process, a kind of impetigo contagiosa, forming heavy crusts, which eventually results in baldness, but not having the characteristic of folliculitis decalvans which relentlessly progresses. The difficulty about that is that it should have been localized to that one region ever since birth. I am assured by a doctor who saw it two months ago that though there were dense scales, there was no trace of impetiginous crusting.
Di8-eu88ion.-Dr. DOWLING said he thought the alopecia might be the result of a chronic infective dermatitis of the scalp; Sabouraud's impetigo en nappe, a chronic dermatitis of the scalp which began as a streptococcal or staphylococcal infection. The case to which he had previously drawn attention was one in which a similar cicatricial alopecia had developed after a chronic dermatitis of the scalp associated with blepharitis of many years' duration.
Dr. ELIZABETH HUNT asked whether the exhibitor had noticed the extensive distribution of keratosis follicularis on the thighs and legs of this patient, and the horniness of the palms.
It would be of interest to know the general skin make-up of the patient.
Dr. GOLDSMITH (in reply) said that he would have the Wassermann reaction tested. In answer to Dr. Hunt, he had a feeling that the condition might be of nEevic origin; scalp
